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journal homepage: http: / /www.kjms-onl ine.comLETTER TO THE EDITORAccessory conduction pathway ablated by
myocarditis in a patient with
WolffeParkinsoneWhite syndromeDear Editor,
A 38-year-old man with WolffeParkinsoneWhite (WPW)
syndrome presented to the Kaohsiung Municipal Ta-Tung
Hospital emergency department with fever, chest pain,
and progressive dyspnea. A 12-lead electrocardiogram
(ECG) revealed an irregular RR interval, delta waves,
and wide QRS complex. Atrial fibrillation with WPW syn-
drome was diagnosed (Figure 1A). The echocardiogram
revealed global hypokinesia in the left ventricle. The
C-reactive protein, total creatine kinase, serum creatine
kinase-MB fraction, and troponin-I levels were 63.38 mg/L
(normal Z 0.00e5.00 mg/L), 2201 IU/L (normal Z
26e174 IU/L), 141.4 ng/mL (normal Z 0.4e6.3 ng/mL),
and 62.42 ng/mL (normal < 0.04 ng/mL), respectively.
The patient was admitted to the coronary care unit for
intensive care under the impression of acute myocarditis
when persistent cardiac enzyme elevation with shock
status was observed and intra-aortic balloon pump (IABP)
support was required. Ten hours after admission, the ECG
showed a complete atrioventricular (AV) block with a
right bundle-branch block pattern of the wide QRS
complex (Figure 1B), with no accessory conduction
pathway between the atria and ventricles. He received no
antiarrhythmic drug. The clinical symptoms and cardiac
function of the patient improved gradually after 5 days of
supportive care, and sinus rhythm with no accessory
conduction pathway was noted in the ECG (Figure 1C).
An accessory conduction pathway between the right
atrium and the right ventricle was noted only on the 8th
day of admission (Figure 1D), when the cardiac function
recovered further. A cardiac catheterization study wasConflicts of interest: All authors declare no conflicts of interest.
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1607-551X/Copyright ª 2015, Kaohsiung Medical University. Publishedarranged after cardiac function was fully recovered.
Coronary angiography showed a normal coronary artery
with no evident lesion. The patient received successful
catheter ablation of the accessory pathway 1 month after
discharge.
Myocarditis is cardiac inflammation often caused by
infection and may involve a localized or diffused
myocardium. When the myocardium is involved exten-
sively, cardiac function deteriorates. Conduction system
disturbances, such as an intermittently changing axis,
bundle-branch block, complete AV block, and atrial
fibrillation, may occur if the cardiac conduction system is
involved [1e3]. These disturbances are typically due to
myocardial interstitial edema, degeneration, and necrosis
of the myocardial conduction tissue. Conduction system
disturbances usually resolve when myocarditis resolves
[2]. The patient described here had severely deteriorated
cardiac function and required IABP support. This sug-
gested that myocarditis had extensively affected the
myocardium, caused complete AV block, and eliminated
the accessory conduction pathway. After inflammation
and infection had ceased, cardiac function was recovered
and conduction system disturbances resolved. Accessory
conduction pathway function was recovered only after the
AV node recovered. Changes in the ECG were associated
with the course of myocarditis. The patient received no
antiarrhythmic drug that could have affected the ECG
pattern.
Liu and Chang [4] reported a 54-year-old patient with
WPW syndrome who was “cured” by myocardial infarction.
The possible mechanism may be that the infarct-related
artery was involved in supplying blood to the accessory
pathway [4]. Based on our literature review, this is the first
report to demonstrate that an accessory conduction
pathway in a patient with WPW syndrome can be “ablated”
by acute myocarditis.by Elsevier Taiwan LLC. All rights reserved.
Figure 1. A 12-lead ECG shows: (A) atrial fibrillation with WolffeParkinsoneWhite syndrome characterized by an irregular RR
interval, delta waves, and a wide QRS complex at admission; (B) a complete atrioventricular block with a right bundle-branch block
pattern of the wide QRS complex at 10 hours after admission. No accessory conduction pathway could be found; (C) recovered sinus
rhythm without the accessory conduction pathway on the 5th day of admission when cardiac function was recovered; and (D) sinus
rhythm with the accessory conduction pathway between the right atrium and the right ventricle on the 8th day of admission.
ECG Z electrocardiogram.
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